Reply  by Berman, Scott S.
LETTERS TO THE EDITOR 
Regarding "Impact of secondary procedures in 
autogenous fistula maturation and maintenance" 
I thank Drs Berman and Gentile tor reporung their experience 
on the "Impact of secondary procedures in autogenous fistula 
maturation and maintenance.,,1 However, I find it surprising that 
the authors did not discuss any alternative to their conventional 
all-surgical approach. It is even more surpri,ing that these surgical 
authors appropriately ruscussed how diagnostic angiography of 
immature fistulas should be performed. 
r agree with them that the vein itself should not be cannu-
lated and that the arterial route is the be~t way to evaluate an 
immature fiHula fTom the subclavian artery to the superior vena 
eava I have confirmed that an underlYlllg cause is routinely 
detected using this approach.2 The less invasive brachial artery 
route is, however, easier to deal with than the femoral route that 
requires a few hours of bed rest before discharge of the,e 
outpatients. 
I note the author; did not provide primary patency rates 
after surgical reviSIOn of their faillllg fistulas, which renders 
comparimn with any other approach difficult. They only re-
ported that "The a;sisted primary patency for the 14 cases fOf 
whom ;econdary mterventions were performed ... was 93% at 
12 months."l Because they had honestly previously mentioned 
that "during follow-up, 18 autogenous fi,tulas were either 
thrombosed or deemed unsalvageable ... ,"1 it would appear 
that in 18 of theIr 32 cases of failing and failed fistulas (56%) 
they were unable to save the fistula, which translates into an 
initIal success rate of less than 44%. Three articles published 
before their; report much better initial succes; rates tOr percu-
taneous endovascular procedures, ranging from 76% to 94% for 
thrombosed fistulas 3 ,4 and over 95% for failing fistulas,S with no 
contraindication except existence afloeal infection. 
Although the primary patency rates .1re not very good, these 
approaches resurrect many fistulas considered unsalvageable with 
surgical techniques. Dilations or declotting& can easily be repeated, 
giving excellent secondary patency rates, making it possible to 
preserve access sites for future fistulas. 
Similarly, when the authors wrote that "There is no argument 
that a functional Brescia-Cimino type fi~tula provides the best 
access for patient~ ... ,"'1 they overlooked the strategic and ana-
tomic constramts. Although it is frequently still possible to create 
an upper arm fistula or a prosthetic graft m the same arm once a 
forearm fistula cannot be saved (surgically or radiologically), it is 
rarely pos,ible to create a forearm fistula once an upper arm fi~tula 
or a graft cannot be saved. 
Finally, a 15.4% (28 X 55/100) rate of creation offorearm 
fistulas is low but may be expJained by the authors' debatable 
view. "In general, a vein was considered useable ifit was 3 mm 
or larger at exploration."l If veins smaller than 3 mm were 
inappropriate for fistula creation, it would not be possible to 
create such fistulas m children. yet they are routinely performed, 
although, according to Bourquelot et al6 and Bagolan et al,7 
microsurgery IS mandatory in such cases. Given that secondary 
endovascular procedures can then help fistulas to mature,2 it 
might be better 1J1 the long term if smaller or even slightly 
stenosed veins were used. In my view, the goal of placement of 
forearm native fistulas is not so much to reduce the number of 
subsequent interventions as to preserve future access sites in 
patients with a reasonable life expectancy. 
A multimodel approach is key to optimal management of 
hemodialy;is acces~ these days. It appears therefore either outdated 
or provocative that the authors have ignored endovascular ap-
proaches to failed or failing fistulas in 2002. 
Lue Turmel-Rodngues, MD 
Clinique Saint-Gatien 
Tours, France 
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Reply 
We th,mk Dr Rodrigues for his comments regardll1g endo-
va;cular intervention for failing autogenous fistulas. A funda-
mental flaw in any comparison of arteriovenous access between 
the United States and Europe IS the different patit'nt popula-
tions. The recently publi&hed Dialysis Outcomes and Practice 
Patterns Study highlights the large difference in utilization of 
native fistulas compared with prosthetic grafts between the 
United States and Europe. 1 The DialYSIS Outcomes Quahty 
Initiative has motivated specialists in the United States to 
increase autogenous fistula creation? A consequence of in-
creased native fistula creation will be more opportunity to 
salvage failed or failing native accesses. 
In our own review of trying to salvage native fistulas, we 
specifically did not attempt to resurrect clotted fistulas. 3 ThIS 
approach wa; chosen in concert with our ll1terventlOnai radiol-
ogists who shared the impression that thrombectomy, whether 
open &urgical or percutaneous, of a thrombosed native fistula 
was not muaUy fruitful. A~ Dr Rodrigues suggests, this view may 
be inappropriatelv hiased, but it had been the e1l:perience of our 
group and others that thrombectomy of thrombosed native 
fistulas usually revealed a diffusely narrowed and thickened vem 
that required extensive revision to achieve a reasonable patencv. 
Since thrombosed native fistulas were not included in our 
treatment group, it IS not appropriate to include them Ln our 
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statistical analysis as Dr Rodrigues suggests. Moreover, it is 
equally iluppropriate to term a fistula ~primanly patent" after it 
has undergone ,1 revision. 
Cre,uing and maintaining autogenous fistulas ha, evolved 
illto a central issue in the care of the dialysis panent Surgeons 
are going to greater lengths to pursue this goal, such as trans-
po;ed forearm vein and upper arm vein fistulas. Dr Rodrigues 
has suggested ill his published works that even extensive balloon 
angloplasty of ditIusely small forearm arteries can increase the 
utilization of native fistulas, although he admits that many of his 
patients require repeated, frequent interventions to maintain 
access patency 4 This approach, although techmcally challeng-
ll1g and guti/Ying for the interventionalist, is not col15i,tent 
with our own goal of minimizlllg interventions that dialysis 
p,uients must endure through better selection of an access 
procedure that will functlon with fewest interventions through-
out the patient's life. 
Scott S. Berman, AID 
Andrew T. Gentile, AID 
Southern Arizona Vascular Institute 
Tucson, Anz 
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Regarding "Cutaneous microcirculation in the 
neuropathic diabetic foot improves significantly but 
not completely after successful lower extremity 
revascularization" 
We have read with interest the paper by Arora et al (J Vase Surg 
2002;35:501-5) on the effects ofJower limb macrovascular inter-
vention on the microvasculature of patients with diabetes mellitm. 
There are two pomts in the methodology and one point on the 
interpretation of results we would like to highlight, and we would 
be grateful for the opinion of the ,\Uthor~. FirH, the group receiv-
ing revascularization comi,ted almost entirely of type II diabetes 
patients, in contrast to the other two groups of patients, P,l[tlCU-
lady in the diabetes alone group, where type I diabetes was 
dominant. Would It have been better to match the enrolled pa-
tients in group, D and DN to those of Dl and avoid potential 
errors due to differences m the two diabetic populations?l Sec-
ondly, the group of diabetic patients with neuropathy are declared 
nonischaemic by virtue of the presence of pulses ,Uld the absence of 
symptoms. The diabetic patient with lower limb polyneuropathy 
may not present ,,~th d:lS>ical symptoms of lower limb i;chemia 
and indeed may have palpable pulses in the pre~ence of significant 
stenoses,2,3 Should a more robust screening method of asse~sing 
vasculature, such as color duplex, been employed?4 In comp,lring 
the hyperaemic respomes to stimulation, might the pre,ence of an 
alreadv dilated cutaneous nucroClrculation with reduced vascular 
resista;1Ce, as lound in autonomic neuropathy,' limit the response 
to ,timulation even after successful revas(ularization and be an 
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mdi.:ator of microcirculatory respome, rather th,111 absolute perfu-
sion? 
Dean Yliomaj Wtlliams, PRCS 
PatriCIa Price, P/;D 
Keith Harding, PRCS 
Wound Healing Re&earch Unit 
Umverslty on-Vales College ofMedlcmc 
Cardiff, Wales, United Kingdom 
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Reply 
We agree with Dr vVlliiams and his colleagues \\~th the point 
regarding the number of patients with type 1 or 2 diabetes in the 
three study groups, namely that it would be preferable to have a 
,imilar number of rype 1 and 2 diabetic patients. However, we 
opted out for these selection criteria because it wa, impractical to 
recruit m the second and third group type 2 diabetic patients 
matched for age and duration of dtabetes to that of the first group 
and without any serious comphcatioll> In any case, we believe that 
the inclusion of some rype 1 diabetic patients does not influence 
the results ,md the conclusiom of the smdy that were mainly based 
on the compari,on of the preoperative and postoperative results in 
the first group. Regarding the second point, namely the criteria of 
diagnmis of peripheral arterial disease, numerous studie, have 
indicated that all noninva,ive methods arc unreliable, and we do 
not tiunk that would add any substantialmlormation in our study. 
The main reason for this is tilat even if we included some patient, 
with peripheral artcnal disease, our results indicate that the post-
operative measurements of the first group were similar to that 
group and therefore far from being normal This point would be 
vahd in case our results indicated that the postoperative measure-
ments in the first group were higher when compared with those of 
the second group. In that case, a point could be made that the 
results were mainly related to the pOSSible pre,ence of considerable 
peripheral arterial disease m group 2 Finally, regarding the third 
point, it should be remmded that previous studies in our unit have 
shown that b,lscime measurements are similar in diabetic patients 
with or without neuropathy or peripheral vascular disease. 1 Simibr 
results \\ ere also observed ill the pre,ent study but were not 
reported as we extensively reported on this issue earlier. Thereiore, 
as the baseline blood tlow was similar in all groups, we believe that 
